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Abstract
Duckett, Kaitlin A. Ph.D. The University of Memphis. August, 2017. An outcome
evaluation of the Memphis crisis intervention team (CIT) training. Douglas Strohmer, Ph.D.
The concept of Crisis Intervention Team (CIT) training first began in Memphis and has been
implemented nationwide as a means of equipping law enforcement officers with specialized
skills for resolving crisis and other encounters involving people with mental illness. This study
assessed 54 law enforcement officers on the outcome variable knowledge of de-escalation skills
to determine the effectiveness of the Memphis Model’s CIT program in equipping officers with
this skill. Results revealed significantly higher knowledge of de-escalation skills scores for
participants in the experimental group (M = 15.66, SD = 2.16) than for participants in the control
group (M = 12.24, SD = 3.02), F(1, 52) = 23.32, p < .001, η2 = .31. Furthermore, follow-up
analyses revealed significant differences between police officers’ scores before completion of
CIT training (i.e., pre-test scores) (M = 12.00, SD = 2.73) in comparison to post-test scores upon
completion of training (M = 16.24, SD = 2.72) for participants in two consecutive weeks of CIT
training, as well as a non-significant interaction between de-escalation skill scores and time, F(1,
52) = 1.06, p > .05, ηp2 = .02, demonstrating that the training was equally effective for
participants in both weeks of training. The results of this study validated the Memphis CIT
Training Program as an effective model for improving knowledge of de-escalation skills in law
enforcement officers.
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An Outcome Evaluation of the Memphis Crisis Intervention Team (CIT) Training
Introduction
Individuals suffering from mental illness often lack the resources and skills necessary to
locate and access the treatment options available to them. Encounters with these individuals
present unique challenges for police officers to correctly assess the situation and gain compliance
and cooperation (Cordner, 2000). The behavior of individuals suffering mental illness is often
related to their psychological symptoms and may appear odd and eccentric to people who do not
understand the challenges and difficulties associated with mental illness (Patch & Arrigo, 1999;
Teplin & Pruett, 1992). As a result, these persons are often misunderstood, and their actions may
be interpreted as uncooperative, hostile, or threatening. In encounters with police officers,
individuals with mental illness frequently have a major disadvantage because they cannot clearly
express their concerns or appropriately manage their mental health symptoms (Watson, 2010).
Similarly, police officers frequently do not possess mental health knowledge or have crisis
intervention skills (Compton et al., 2014a; Patch & Arrigo, 1999), resulting in negative outcomes
for individuals with mental illness, police officers, and the community at large (e.g.,
misinterpretations of mental illness, increased incarceration rates, unnecessary police use of
force, etc.).
To better educate police officers on best methods for handling crisis situations with
persons who have mental illness, Crisis Intervention Team (CIT) training was originally
developed in Memphis, TN in 1988 and is now implemented nationwide (Dupont & Cochran,
2000). A critical component of CIT training is teaching trainees verbal de-escalation skills
through scenario-based training models (Dupont, Cochran, & Pillsbury, 2007). Building verbal
de-escalation skills equips police officers with skills useful for reducing agitation, thus helping
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the individual regain self-control (Nunno, Holden, & Leidy, 2003). Only one study to date has
examined this variable among CIT law enforcement officers, and results revealed statistically
significant increases in de-escalation skills in a comparison of police officers who had completed
CIT training and non-CIT trained officers (Compton et al., 2014a). However, Compton and
colleagues (2014a) tested a modified version of the Memphis CIT model and used a brief, less
comprehensive, self-developed instrument to assess improvement in de-escalation skills. In
comparison, the current study examined the effectiveness of the original Memphis CIT Training
Program, recognized as the gold standard in CIT training (Oliva & Compton, 2008), on
knowledge of de-escalation skills with a more comprehensive instrument created by key figures
involved in the Memphis CIT Training Model. Results from this study provide an empirical test
of the effectiveness of CIT in training Memphis and local law enforcement personnel to deescalate crisis situations. Positive results support greater confidence in CIT training, an increase
in the use of the Memphis Model’s CIT Training, and possibly even the establishment of CIT
training curriculum that may be adapted by other law enforcement agencies.
Background
The shift in responsibility of care for people with mental illness from institutions to the
community at large has greatly expanded the role of police officers (Cotton, 2004; Torrey, 2014).
Law enforcement are first responders to a variety of emergency calls, many of which involve
individuals who are mentally ill. In fact, it is estimated that 10% of interactions between law
enforcement and the public involve one or more individuals with a mental health problem
(Watson et al., 2010). Providing police officers with CIT training is essential to addressing an
often unrecognized social justice issue – connecting individuals with mental illness to
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community resources and treatment, thus helping to keep them out of local jail and prison
systems.
There seems to be a disconnect, however, because law enforcement officers are often
untrained and unprepared to appropriately handle crisis situations and lack the discretion
required to differentiate between criminal and psychiatric behaviors (Patch & Arrigo ,1999;
Teplin & Pruett, 1992). Because of this, individuals with mental illness are often misunderstood
and not provided necessary treatment options or community resources, resulting in their
overrepresentation in jails and prisons (Ditton, 1999; Teplin, 1990; Teplin, Abram, &
McClelland, 1996). It is evident that correctional facilities have become common holding places
for individuals with mental illness, causing police and other law enforcement to take on the role
of the new psychiatric system (Ditton, 1999; Teplin, 1990; Teplin et al., 1996; Torrey, 2014). In
a recent U.S. Department of Justice report, James and Glaze (2006) reported that over half of all
inmates in prisons and jails had a mental health problem, and prevalence rates of schizophrenia
and major affective disorders were found to be two to three times higher in jail than in the
general population (Teplin, 1990). Furthermore, research has shown individuals with mental
illness to have a significantly greater chance of being arrested than individuals without mental
illness for similar offenses (Engel & Silver, 2001; Ditton 1999; Teplin, 1984). Thus, the
additional training CIT programs provide is crucial to improving police services to a highly
marginalized group – persons with mental illness, who are often disproportionately affected by
the criminal justice system.
The lack of officer training and preparedness has resulted in detrimental consequences for
police officers as well. Killing or seriously injuring someone in the line of duty has been linked
to symptoms of post-traumatic stress disorder (PTSD), symptoms of depression, and other
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psychological problems (Carlier & Gersons, 1994; Komarovskya et al., 2011). Violanti and
colleagues (2006) also found that police officers with high levels of PTSD were three times more
likely to have increased risk of cardiovascular disease. CIT training has proven beneficial for
police officers, as well as consumers, and the skills acquired in CIT training likely extend to
other interactions in their lives (personally and professionally). The current study expands upon
the literature by evaluating knowledge acquired by law enforcement officers who participate in
the Memphis CIT Training Program.
Theoretical Framework
As a result of recent developments that have received public attention (e.g., police
officers shooting a teenage girl with bipolar disorder in Longview, TX (Dickson, 2015), an
unarmed, bipolar schizophrenic woman dying as a result of excessive police force in Cleveland,
OH, (Blindner, 2015) etc.), the growing population of homeless individuals, the increase in
service calls related to mental disturbances, and the evolving goals of law enforcement agencies,
police are challenged to develop and implement effective procedures for dealing with
populations who are mentally ill and/or homeless (Tucker, Van Hasselt, & Russell, 2008). CIT
programs aim to reduce the need for police to use force, reduce the incidence of violence in
encounters with people with mental illness, reduce the frequency of arrests, reduce injuries, and
increase availability to crisis and psychiatric treatment (Cochran, Deane, & Borum, 2000).
Crisis intervention can be explained through basic crisis intervention theory, also known
as simply crisis theory. This psychosocial theory emphasizes psychological factors, as well as
sociocultural and situational factors in crisis situations (Richardson, 1995). In order to
conceptualize crisis and crisis intervention through a theoretical lens, however, basic knowledge
of what a crisis entails must first be established. James and Gilliland (2013, p. 8) defined crisis as
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“the perception or experiencing of an event or situation as an intolerable difficulty that, exceeds
the person’s current resources and coping mechanisms.” In other words, a crisis develops when a
hazardous situation occurs, and the person does not have adequate coping skills to manage the
crisis (Morley, 1970). Brandon (1970) asserted that the perception of a situation as a crisis is
dependent on the individual’s past experiences and the nature of the coping skills that have
developed because of these experiences. According to basic crisis intervention theory, behavioral
responses to crises are temporary, normal, and modifiable (James & Gilliland, 2013).
After an understanding of crisis through a theoretical lens has been established, crisis
intervention can be conceptualized through the equilibrium model. According to this model,
individuals in crisis are in a state of psychological or emotional disequilibrium due to
inadequacies in their usual coping mechanisms and problem-solving behaviors, with the
overarching goal being to restore individuals to a pre-crisis equilibrium state (Caplan, 1961).
Hobbs (1984) stated that all individuals are repeatedly confronted with hazardous situations,
which may potentially upset the equilibrium of emotional functioning, yet these threats are
typically short-lived because the unique characteristics and problem-solving capabilities people
possess allow for mastery of the threat. Therefore, potential crises are faced daily; yet, one’s
coping skills, past experiences, level of functioning, and other factors determine whether the
situation escalates to a true crisis.
Crisis theory and the equilibrium model provide a framework and basic understanding of
the processes leading to the development and continuation of a crisis. Based on the foundations
and underlying principles of the equilibrium model, CIT training teaches police officers how to
bring consumers back to a state of equilibrium. Police officers and other first responders who
regularly deal with crises are equipped with de-escalation skills in CIT training, providing them
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with new skills aimed at reducing the likelihood of crisis and manifestation of crisis behaviors.
Basic tenants of the crisis theory and equilibrium model provide the framework for the Memphis
CIT Training Model, aimed at equipping law enforcement with tools to properly handle and deescalate crisis situations.
Memphis Model CIT Training
The Memphis CIT model, also known as simply the “Memphis Model”, served as the
pioneer for other CIT programs (Compton, Bahora, Watson, & Oliva, 2008; Oliva & Compton,
2008). It has received national recognition and has been described as “the most visible
prebooking diversion program in the U.S.” (Steadman, Deane, Borum, & Morrissey, 2000, p.
646). The Bureau of Justice Assistance (2007) estimated over 400 CIT programs in the United
States. In 2011, it was estimated that there are over 1,200 CIT programs in operation across the
United States (Compton, Broussard, Hankerson-Dyson, Krishan, & Stewart-Hutto, 2011), and as
of 2014, there were about 2,800 CIT programs nationwide (DeAngelis, 2014). The exponential
growth of CIT programs speaks to the success of the Memphis Model, known for establishing
community partnerships and widely recognized as the gold standard for crisis intervention teams
(Oliva & Compton, 2008).
There are numerous aspects of CIT training unique to the Memphis Model that have been
integrated into the approach with intentional meaning. One such component is the development
of empathic capabilities among trainees. CIT trainees first begin to develop empathy as they
progress through didactics and site visits, allowing them to interact with consumers who may
have mental illness. They then progress to skills training, in which they are able to practice their
new skills by ensuring they truly see and hear the individuals with mental illness in the role-play
scenarios (T. Kirchberg, personal communication, March 24, 2016). Another unique aspect is the
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ride-along experience that Memphis CIT trainers are expected to engage in prior to working with
trainees. Erstling (2006) describes the ride along experiences as a “sine qua non of work in the
community,” establishing the alliance between police officers and mental health workers to
begin working alongside and trusting one another. CIT trainees are also encouraged to complete
the CIT training course to increase their understanding of the various complexities that exist
between mental health and law enforcement (Dupont et al., 2007). The CIT trainers are also
purposeful in their training materials, basing them on current research, which ensures the
information is up-to-date and evidence-based, while also promoting “buy in” from the trainees
(T. Kirchberg, personal communication, April 19, 2016). Overall, the Memphis Model aims to
build relationships with mental health and law enforcement to improve community services (T.
Kirchberg, personal communication, March 24, 2016) and address system change for crisis
situations within a community (Dupont & Cochran, 2000).
By enhancing the skills of police officers, CIT programs aim to reduce the need for police
force, reduce incidences of violence in encounters with people with mental illness, decrease
arrest rates, and increase availability to crisis and psychiatric treatments (Cochran et al., 2000).
The Memphis CIT program includes 40 hours of crisis intervention training involving provision
of specialized knowledge from mental health professionals in the community, on-site visits and
exposure to individuals with mental illness, as well as practical skills training (Dupont et al.,
2007; Tucker et al., 2008. The Memphis CIT program has led to positive outcomes in the
community, including increased officer comfort, confidence, and recognition of psychiatric
symptoms in mental health emergencies, increased referral rates to emergency healthcare,
anddecreased arrest rates (Dupont & Cochran, 2000; Vickers, 2000). Memphis CIT officers have
also reported greater preparedness for situations involving individuals with mental illness and
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rated the mental health system as more helpful in comparison to non-CIT police officers in
Memphis (Borum, Deane, Steadman, & Morrissey, 1998).
As a result of the high level of success achieved by the Memphis CIT Training, Akron,
OH, Miami, FL, Louisville, KY, New Jersey communities, and a number of other major cities
and countries (e.g., Liberia, Australia, Switzerland, the United Kingdom, and Canada), have
adopted similar CIT trainings (Ciavaglia, 2009; Ellis, 2014; Franz & Borum, 2011; Kohrt et al.,
2015; Roberts, 2005; ; Strauss et al., 2005; Teller, Munetz, Gil, & Ritter, 2006). On a national
level, CIT training has improved police officers’ communications and ability to appropriately
deal with persons suffering from mental illness, decreased arrest rates during encounters with
individuals believed to have a mental health disorder, and increased the likelihood that those
individuals will receive referral or transportation services to mental health facilities (Bonfine,
Ritter, & Munetz, 2014; Compton et al., 2014b; Prince, 2014; Watson et al., 2010).
While positive community outcomes of CIT training have been reported both in Memphis
as well as other areas, the effectiveness of the Memphis CIT Training Program’s curriculum,
specifically in regards to teaching de-escalation skills, has not yet been examined. The research
variable in the present study, knowledge of de-escalation skills, is a major outcome of the
Memphis Model. Training in de-escalation, along with education about mental illnesses, enhance
law enforcement officers’ responses to individuals experiencing crisis (Dupont & Cochran,
2000). Effective use of de-escalation techniques is typically the key to engaging the individual
and helping him or her cooperate in the process of evaluation, referral, and treatment (Richmond
et al., 2012). Thus, this study fills in a key hole to the current literature which has failed to assess
specific curricular outcomes of the Memphis CIT Training Program.
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Research Hypothesis and Question
Given the lack of a formal evaluation of the effectiveness of the Memphis CIT Model in
teaching crisis intervention skills, the current study addressed the following research question:
Are there significant differences in the outcome variable “knowledge of de-escalation skills”
between two classification groups (law enforcement officers who have not yet completed CIT
training and law enforcement officers who have completed CIT training)? Based on research
supporting the effectiveness of the Memphis Model on many outcome variables, the following
hypothesis was tested: Law enforcement officers who complete the Memphis Model CIT
Training will have more knowledge about de-escalation skills than officers who have not
completed the CIT training.
Methodology
The study employed a quasi-experimental post-test only research design to assess
program outcomes of the Memphis Model’s CIT Training Program. The independent variable
was group, with the two levels being participants who had not yet completed CIT training and
those same participants after successful completion of CIT training. The dependent variable was
knowledge of de-escalation skills, which was measured with the De-escalation Skills Scale
(James, Kirchberg, Cochran, & Dupont, 2015). The aim of the study was to assess what (if any)
effect the Memphis Model had on law enforcement officers’ knowledge of de-escalation skills.
Participants
Participants consisted of a convenience sample of local law enforcement officers selected
to participate in one of the two weeks of CIT training. Although it would have been ideal to limit
the study’s participants to only Memphis police officers to control for participant differences
based on city or county by which they were employed, all law enforcement in the study’s sample
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were included to ensure an adequate sample size. It should also be noted that although law
enforcement officers were the only subjects of interest for the current study, all CIT trainees
(including dispatchers and other trainees) were asked to participate in order to maintain the
integrity of the experiment.
Of the total 55 participants who met inclusion criteria (i.e., Law enforcement officers
selected for inclusion to CIT training), all agreed to participate. One individual, however, did not
accurately complete the forms and was removed from the sample. There were more (n = 29)
participants in the first week of training (i.e., group one) in comparison to the second week (n =
25) (i.e., group two). Forty-seven (83.9%) were males and 7 were females (12.5%). Thirty-one
(55.4%) were Caucasian, 21 (37.5%) were African American, and 2 (3.6%) reported a mixed
background of two or more races. Age ranged from 24 to 53 years of age, with a mean of 34.07
years. Twenty-two participants (39.3%) were employed by the Memphis Police Department
(MPD), 26 (46.5%) were employed by jurisdictions in the larger Memphis surrounding area (i.e.,
within one hour of the city of Memphis), and 6 (10.7%) were employed by other areas outside
the metropolitan area. Past involvement with mental illness was reported by 23 (41.1%) of
participants. See the table in Appendix A for complete details regarding participant
demographics.
Training
This study was conducted at the MPD’s Training Academy. To gain admission to the CIT
training, officers were required to apply through their direct supervisor and be selected by a
board of veteran MPD CIT officers. If selected, they were paid their normal weekly salary for
attending and successfully completing the training. Each CIT training session occurred in a one
week, 40-hr time period. The three main elements of the CIT training included lectures on topics
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such as clinical issues related to mental illness, medications, suicide prevention, etc., on-site
visits to the local Veterans Affairs medical center (VAMC) and other community resource
centers, and practical skills training in practicum, scenario-based situations critiqued by staff and
veteran CIT officers (Dupont et al., 2007). See Table 1 for a detailed training schedule of the CIT
training utilized in this study.
Table 1
Memphis Model CIT Training Schedule
Time
Monday
Tuesday
8-8:50 AM Introduction to
Site Visit:
Clinical Issues
State
Relating to
Hospital
9-9:50 AM Mental Illness

10-10:50
AM

Psychotropic
Medication and
Side Effects

11-11:50
AM

Juvenile Issues

Day
Wednesday
Suicide
Intervention

Site Visit:
Community
Agency I

Rights and
Civil
Commitment
Law
Legal
Aspects

12-1 PM
1-1:50 PM

Lunch
Substance
Site Visit:
Borderline
Abuse and CoCommunity
and Other
Occurring
Agency II
Personality
Disorders
Disorders
2-2:50 PM Post-traumatic
Introduction
Stress Disorder
to Verbal
(PTSD)
Techniques*
3-3:50 PM Traumatic Brain Site Visit:
Injury
VA Medical
Center
4-5 PM
Developmental
Disabilities
*Training components focused on de-escalation strategies
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Thursday
Cultural
Awareness
Basic
Strategies:
Deescalation*
Practicum:
Stages of an
Escalating
Crisis*
Practicum:
Advanced
Verbal
Techniques*
Practicum:
Advanced
Verbal
Techniques*

Friday
Family and
Consumer
Perspectives
Practicum:
Complex
Crisis
Intervention
Strategies*

Community
Resources

Equipment
Lecture
Graduation

De-escalation Skills Training. De-escalation training has slowly evolved since the
original inception, from 3 hrs to the present 13, which comprises 32.5% of the week’s total
training. This evolution has occurred because trainees requested more verbal de-escalation skills
training. From the feedback and continuous debriefing and critique over the past 28 years, the
de-escalation model has progressed to its present form (R. James, personal communication,
March 28, 2016). The CIT modules focused on de-escalation skills included basic verbal skills,
basic de-escalation strategies, stages of an escalating crisis, advanced verbal skills: practical
applications, and complex crisis intervention strategies (Kirchberg, 2015). These skills were
presented in a “step-wise model,” starting with simple then progressing to more complex
concepts, and involved each trainer building upon the skills introduced by previous speakers.
Similar de-escalation skill materials were presented in a different way by each speaker, and the
materials underwent constant revisions from consultation with other trainers and feedback
elicited from trainees to produce curriculum that was most effective (T. Kirchberg, personal
communication, March 24, 2016).
While de-escalation skills are interwoven into nearly all aspects of the Memphis Model, it
is most heavily emphasized in the scenario-based skill training. This skill training involved
veteran CIT officers enacting crisis situations that the trainees were expected to de-escalate
(Dupont et al., 2007). Following each scenario, the trainee officer was provided feedback by the
CIT trainers (Doctoral level psychologists and veteran CIT officers). The trainees were also
asked to provided positive feedback on their personal performance. Officer trainees were then
provided “real time” feedback on their performance by veteran CIT officers, who are viewed as
the experts (T. Kirchberg, personal communication, March 24, 2016). Altogether, the de-
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escalation skills introduced in the Memphis Model provided essential tools needed for the reallife experiences CIT trainees were likely to encounter upon completion of the training.
Instrumentation
Demographic Questionnaire. A brief, 9-item demographic questionnaire (see Appendix
E) preceded the De-escalation Skills Scale. This questionnaire was completed on a scantron
answer sheet (DesForges & Prutz, 1992) with a pencil. Participants were asked to write in their
childhood best friend’s first and last names as an identifier to link the pre-test (i.e., the Deescalation Skills Scale (form A) to the post-test (i.e., the De-escalation Skills Scale (form B)
scantron forms and also maintain confidentiality. The demographic questionnaire included the
following basic demographic information: Gender, age, race, marital status, education,
occupation and place of employment (to identify what areas participants are from and ensure
only data from police officers are utilized), duration of employment, whether or not they had past
encounters with individuals with mental illness (directly or indirectly through friends and/or
family members), and to what extent these past encounters (if endorsed) impacted them.
De-escalation Skills Scale. This 25-item multiple choice instrument was used to measure
the variable “knowledge of de-escalation skills.” Two separate versions of the De-escalation
Skills Scale (i.e., forms A and B, see Appendices F and G, respectively) (James et al., 2015)
were created to parallel one another across question content and measure participants’
knowledge prior to CIT training and upon completion of training, see Appendices E and F.
Because all CIT programs are specially designed to accommodate the needs and preferences of
the employment agency’s area, the instrument assessing de-escalation skills acquired in the
Memphis CIT Training Program also needed to be unique. It was designed to encompass all
major educational and training components of de-escalation skills in the Memphis Model.
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Instrument questions included practicum and observation-based, as well as educational and
didactic components of the de-escalation skills addressed in the CIT training.
This instrument was developed by two doctoral level psychologists and one former MPD
officer, all key in the development of the original Memphis CIT Training Program, as well as a
third doctoral level psychologist, active in the growth and continued progression of the Memphis
CIT Training and in CIT training on a national level. All instrument developers are well-known
figures in CIT research and training, all playing vital roles in the expansion of CIT training
outside of the Memphis area. The De-escalation Skills Scale was also reviewed and approved as
being a strong measure for the assessment of de-escalation skills by three nationally recognized,
established experts in the field of crisis intervention. Their occupations include that of a
psychologist, social worker, and a police officer. These individuals’ credentials were evinced by
their involvement as board members of CIT International, authorship of peer-reviewed
publications in the CIT field, and active involvement as CIT trainers for law enforcement
agencies in Florida, Ohio, and elsewhere. This review by CIT experts provided a sense of
construct validity to the newly developed instrument.
Procedure
The participants were kept uninformed about the nature of the experiment, being told
only that the study would investigate outcomes of the Memphis CIT Training Program and
provide information on improvements for the training. This ensured that participants were blind
to the specific nature of the study, thus controlling for any biases or expectations that may have
affected the results.
Due to the nature of the Memphis CIT Training Program and coverage required by police
officers at their assigned precincts, random assignment to conditions by study personnel was not
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an option. Rather, the MPD assigned trainees to participate in one of two subsequent weeks of
training based on the coverage needs of their various precincts. For instance, if selected for
training, officers were placed into one of the two weeks of CIT training based on the scheduling
coverage needs of the precinct in which they worked. Therefore, a form of block randomization
was utilized, as the MPD selected CIT applicants for one of the two weeks of training based on
their current precinct and shift coverage needs. Individuals in both groups were given the one
week, 40-hr CIT training.
Immediately before training began on the first day of each week’s trainings, trainees were
asked to participate in a research study (see Appendix C) and were advised that the time
requirement was about 20 mins, and that they had the option to consent and participate or not
consent. Participants who chose to consent were given a pencil and a stapled packet of papers
including the script previously read to them providing limited information about the study (i.e.,
that the purpose of the study is to provide valuable information that may help improve future
trainings), a consent form (see Appendix D), the demographics questionnaire, and the Deescalation Skills Scale (form A). Upon completion, the items previously administered (i.e.,
pencil, consent form, and instruments) were collected. Similarly, at the end of the final day of
CIT training (Friday of the two subsequent weeks), individuals were read a brief script (see
Appendix H), re-introducing them to the present study and requesting their participation in the
post-test measure (i.e., the De-escalation Skills Scale (form B)). Scores from the two groups
(pre- and post-test data from group one and group two of CIT training) were collected and
analyzed to assess for differences.
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Results
To test the research question and hypothesis, three analyses were conduct. First, since
strict random assignment was not possible, block randomization was used. In order to determine
that the randomization was effective, an independent samples t-test was conducted in the
preliminary analysis. Since the treatment and control groups were determined to be equivalent,
the experimental hypothesis was tested, utilizing a one-way Analysis of Variance (ANOVA).
Follow-up analyses addressed two secondary questions.
Preliminary Analysis
Independent Samples t-tests. An independent samples t-test was conducted to compare
pre-test scores on the De-escalation Skills Scale (form A) of participants in week 1 and week 2
of CIT training. There was not a significant difference in the scores for week 1 (M = 11.79, SD =
2.48) and week 2 (M = 12.24, SD = 3.02) groups; t(52) = -.60, p > .05. Thus, the two groups did
not differ in their pre-test knowledge of de-escalation skills.
To further ensure equivalency of participants in week 1 and week 2 of CIT training,
independent sample t-tests on the main demographic variables were performed. There were no
significant differences in any of the demographic variables between week 1 and week 2 of CIT
training, with the exception of gender; t(52) = -2.3, p < .05. Further analysis revealed that gender
had no effect on pre-test scores, t(52) = -.15, p > .05 or post-test scores, t(52) = .25, p > .05.
Therefore, because there were no significant differences between participants in the two weeks
of the CIT training, it was concluded that the block randomization was successful. This resulted
in broadly equivalent groups, allowing the pre-test scores from week 2 to serve as a control
group, and the post-test scores from week 1 to be the experimental group in a post-test only
design, discussed in the following section. See Table 2 for complete results of these t-test
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analyses. Furthermore, a correlation analysis was conducted to ensure that the variable past
encounters with mental illness did not affect participants’ responses on the De-escalation Skills
Scale.1
Table 2
Results of Weeks One and Two Demographics Analysis
M (SD) or (n)%
Demographic Variable
Age
Week 1
34.79 (7.51)
Week 2
33.24 (5.70)
Education (Bachelor’s Degree) Week 1
(11) 35.5%
Week 2
(12) 46.2%
Gender (Male)
Week 1
(28) 90.3%
Week 2
(19) 73.1%
Marital Status (Married)
Week 1
(21) 67.7%
Week 2
(13) 50%
Employment Length
Week 1
6.55 (5.44)
Week 2
5.96 (4.83)
Mental Illness Encounters
Week 1
(11) 35.5%
(Endorsed)
Week 2
(12) 46.2%
Mental Illness Impact
Week 1
2.55 (1.92)
Week 2
2.75 (2.26)
Officer Type (MPD)
Week 1
(13) 41.9%
Week 2
(9) 34.6%

T
.845

Df
52

p
.402

-1.548

51

.128

-2.310

52

.025

1.170

52

.247

.420

52

.676

.872

51

.387

-.233

21

.818

-.649

52

.519

Primary Analysis
One-Way ANOVA. A one-way ANOVA was conducted to compare pre-test scores on
the De-escalation Skills Scale (form A) of participants in week 2 of CIT training (i.e., control
group) and post-test scores on the De-escalation Skills Scale (form B) of participants in week 1
of CIT training (i.e., experimental group). Scores were significantly higher for participants in the
experimental group (M = 15.66, SD = 2.16) than for participants in the control group (M = 12.24,
SD = 3.02), F(1, 52) = 23.32, p < .001, η2 = .31.
1

Correlation analyses revealed that past encounters with mental illness and pre-test scores were
moderately negatively correlated r(51) = -.27, p < .05. Next, a repeated measures ANCOVA was
conducted with past encounters with mental illness as a covariate. The predicted main effect was not
significant, F(1, 51) = 1.39, p > .05; thus, results aligned with the mixed design ANOVA results.
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Follow-up Analyses
Mixed Design ANOVA I. A mixed design ANOVA was conducted to determine if there
was a statistically significant difference between pre- and post-test scores on knowledge of deescalation skills in participants in week 1 and week 2 of CIT training. Participants tested prior to
CIT training (i.e., pre-test scores) in both weeks reported less knowledge of de-escalation skills
(M = 12.00, SD = 2.73) than participants after completion of CIT training (i.e., post-test scores)
(M = 16.24, SD = 2.72). There was a significant main effect of de-escalation skills scores across
time (i.e., week), F(1, 52) = 115.54, p < .001, ηp2 = .69. Further, there was a non-significant
interaction between de-escalation skill scores and time, F(1, 52) = 1.06, p > .05, ηp2 = .02.
Mixed Design ANOVA II. A mixed design ANOVA was conducted to explore the
differences in pre- and post-test scores of time 1 and time 2 combined between law enforcement
officers employed by the city of Memphis and other law enforcement officers (from the nearby
Memphis area and from other law enforcement agencies outside of the Memphis area) who
completed the CIT training. There were no significant differences between pre-test scores of
police officers from other areas (M = 12.25, SD = 2.62) and Memphis police officers (M = 11.64,
SD = 2.90), F(1, 52) = 1.72, p > .05, ηp2 = .01. Selection procedures for CIT training may have
been responsible for ensuring that both MPD officers and law enforcement from other areas were
equally ready and qualified for CIT training. There were also no significant differences between
post-test scores of police officers from other areas (M = 16.28, SD = 3.23) in comparison to
Memphis police officers (M = 16.18, SD = 1.82). Lastly, there was a statistically significant
effect of de-escalation skills on pre- and post-test scores for both groups of police officers, F(1,
52) = 111.71, p < .001, ηp2 = .68.
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Discussion
This study examined the effectiveness of the Memphis CIT Training Program in teaching
law enforcement officers knowledge of CIT de-escalation skills. The effectiveness of the
Memphis Model can be inferred from previous research, however, the specific variable deescalation skills had not previously been explored in the context of the training provided by the
MPD’s CIT Program.
By comparing demographic characteristics and de-escalation skill scores of all
participants, it was concluded that they only differed across one variable – gender. Further,
statistical analyses confirmed that gender did not influence pre- or post-test scores of
participants. With the exception of this variable, participants in the two weeks were essentially
similar across demographic characteristics. This finding confirmed that block randomization was
successful, thus supporting the comparison of a control group (i.e., pre-test scores from week 1
of training) to an experimental group (i.e., post-test scores from week 1 of training) in a post-test
only design. Results from this analysis revealed that police officers who participated in the
intervention (i.e., the Memphis Model of CIT Training) performed significantly better than
police officers who did not.
The main findings provide evidence that the MPD’s CIT Training Program is effective in
teaching law enforcement officers de-escalation skills. Officers in this sample obtained higher
scores on the De-escalation Skills Scale after receiving CIT training. The findings of the followup analysis revealing no interaction between de-escalation skill scores and time also provide
evidence that CIT training was equally beneficial for participants in both weeks of CIT training.
These results are consistent with the hypothesis that the Memphis CIT Training improves
knowledge of de-escalation skills.
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Differences between Memphis police officers and other area law enforcement officers
were also examined, and results indicated that both groups reported increases in their knowledge
of de-escalation skills after completion of CIT training. Employment as a police officer in the
city where the Memphis CIT Model originated did not impact pre- or post-test scores on the
variable “knowledge of de-escalation skills” in comparison to officers from other areas.
Relationship of Results to Previous Research
The results of this study are broadly consistent with past literature supporting the efficacy
of the Memphis Model, and it also contributes to the current understanding of CIT training as it
relates to training program outcomes. The primary aim was to explore the effectiveness of the
Memphis Model in curricular or actual program outcomes (specifically knowledge of deescalation skills). Past research has investigated effects of CIT training on trainees (i.e.,
increased officer preparedness with individuals suffering mental illness, greater confidence in the
mental health system, increased knowledge, attitudes, and perceptions of individuals with mental
illness, and greater mental health knowledge) (Bahora, Hanafi, Chien, & Compton, 2008; Borum
et al., 1998; Ellis, 2014; Kohrt et al., 2015). The research examining the Memphis CIT Training
Program has most heavily focused on community outcomes, including improved response times,
increased referral rates, and decreased arrest rates (Dupont & Cochran, 2000; Steadman et al.,
2000).
Only one past study has investigated the curricular outcome de-escalation skills based on
participants’ responses to hypothetical crisis scenarios (Compton et al., 2014a), and this recent
study utilized a much briefer (8-items) non-standardized assessment measure on a modified
version of the Memphis Model. The research reported here used a stronger measure of deescalation skills knowledge and tested the original Memphis Model. The significant results
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support the past literature regarding de-escalation skills in concluding an increase in knowledge
of law enforcement officers in this training domain (i.e., knowledge of de-escalation skills) as a
result of CIT training. These results also provide more substantial support of CIT training’s
effectiveness in increasing knowledge of de-escalation skills, as evinced by consistent results
across two weeks of CIT training.
This study yields other important contributions that adds to the research literature in crisis
intervention training. It both explored the utility of a new instrument specifically assessing
knowledge of de-escalation skills (i.e., the De-escalation Skills Scale (forms A and B)) and
provided empirical evidence supporting the effectiveness of the Memphis Model in increasing
law enforcement officers’ knowledge of de-escalation skills. Prior to this study, only one
instrument measuring de-escalation skills had been utilized (Compton et al., 2014a), and this
measure contained less than one third the number of questions as the instrument used in the
current study. In contrast, the De-escalation Skills Scale was created by four key contributors of
the original Memphis Model and also reviewed by a panel of three experts in the field of CIT.
While other studies have investigated outcomes of CIT training (Bower & Pettit, 2001; Compton
et al., 2009; Morabito et al., 2012; Prince, 2014; Teller et al., 2006), no current studies focused
on the variable “de-escalation skills” in the context of the Memphis Model on Memphis and
other area law enforcement officers.
A final contribution this study makes is its comparison between MPD officers and law
enforcement officers from other Mid-south and outside communities in their knowledge of deescalation skills. The Memphis Model of CIT Training was the first of its kind and is considered
a best practice in law enforcement (Steadman et al., 2000; Watson & Fulambarker, 2012). Thus,
the culture of the MPD (specifically in regards to knowledge and attitudes toward mental illness)
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can be assumed to be somewhat unique in comparison to the culture and environment of other
police departments because of its reputation and high level of importance placed on CIT training.
However, the current study revealed that Memphis police officers did not score higher on
knowledge of de-escalation skills in comparison to officers from other areas.
Implications
The findings of this study have significant implications for the development and future
directions of CIT training. As a whole, the results of this study indicate that law enforcement
officers’ knowledge of de-escalation skills significantly improved as a result of the MPD’s CIT
Training. As noted by Nunno and colleagues (2003), de-escalation skills equip police officers
with critical communication skills and reduce anger and frustration in individuals suffering
mental illness. De-escalation skills are a vital component of CIT training, and the empirical
validation of the Memphis Model’s efficacy in improving knowledge of de-escalation skills
provided by the current study further supports the continued use of the Memphis Model in
training law enforcement officers. Although CIT training is a community-based approach
(Tucker et al., 2008) that requires participation from community agencies (which will vary
depending on location), the current study supports the manualization of the didactic and
practicum-related components of the Memphis Model focused on teaching de-escalation skills to
allow for increased use and adaptation of the model by other areas. The addition of the newly
created instrument (i.e., the De-escalation Skills Scale) also allows for further assessment of the
variable “de-escalation skills” by other CIT programs utilizing the Memphis Model or a
modified version of the original Memphis Model. Continued use may result in its standardization
and norming to evaluate the effectiveness of other CIT training programs.
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Furthermore, this study is the first of its kind to assess the original CIT training. All four
authors of the De-escalation Skills Scale have been long-standing contributors to the Memphis
Model, and all were trainers in the intervention assessed in this study. Although the Memphis
CIT program is well-known as the gold standard for CIT training (DeAngelis, 2014; Teller et al.,
2006; Vickers, 2000) and the trainers involved have received national recognition for their work
Dupont & Cochran, 2000; James & Gilliland, 2013; Kirchberg, 2015), specific training outcomes
of the Memphis Model have not previously been assessed. This study contributes to the current
literature by validating the training curriculum and staff in effectively increasing knowledge of
de-escalation skills in trainees. The study’s conclusions that the MPD’s Training Program was
effective in increasing knowledge of de-escalation supports the continued use and dispersion of
this model for teaching de-escalation skills.
It can further be implied that Memphis police officers do not have an advantage over
other police officers in their knowledge of de-escalation because of the MPD’s history and
culture of CIT training. The findings revealing no difference between Memphis police officers
and other police officers may be attributed to the fact that that the majority of police officers
from other areas were from the larger Memphis area (although not employed by the city of
Memphis). Thus, it is likely that the culture of CIT training extends to these nearby Mid-South
communities as well. These findings may also be explained by recent national events in which
police officers have been portrayed negatively by the media (Blindner, 2015; Dickson, 2015). As
a result, police officers on a national level may be more attuned to the need for CIT training.
Limitations
The generalizability of the results may be limited, as participants were all from the Midsouth region of the United States. A more diverse population and well-represented (nationally)
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sample of participants would have been ideal. However, results of the current study did conclude
no significant differences in demographic variables between MPD police officers and officers
from other areas, inferring that the chosen sample may generalize to law enforcement officers in
other areas as well. Nonetheless, the Mid-south area has numerous CIT programs and a
somewhat common culture. Thus, a more heterogeneous background regarding CIT exposure
may have strengthened the current study.
Although block randomization occurred in this study, random selection and random
assignment to conditions by the researchers would have been ideal. However, it should be noted
that both groups (i.e., week 1 and week 2 of CIT training) did not differ across pre- and post-test
scores and demographic characteristics (with the exception of the variable gender) so pre-test
scores did effectively serve as the control group data.
Future Directions
As there has been a call in the literature to empirically validate CIT trainings to support
its categorization as an evidence-based practice (Watson & Fulambarker, 2012), it seems
essential to continue assessing the effectiveness of the Memphis Model and other programs
affiliating themselves as CIT programs or the Memphis Model CIT Training. In regards to the
Memphis Model specifically, further exploration of its other training components (i.e., specific
didactic knowledge and information obtained in site visits) are important to assess in validating
the training model as a whole. The current study did not investigate the variable “attitudes
toward mental illness” (other than through the two demographic questions assessing encounters
with mental illness). This variable most likely influences attitudes toward crisis intervention and
outcomes of CIT training, as the main goal of CIT training is to manage and appropriately deal
with individuals suffering mental illness. Therefore, other studies may also benefit from
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investigating the relationship between CIT training and past experience with mental illness, as
well as attitudes toward mental illness. Lastly, future researchers may benefit from further
administration and exploration of the newly developed scale (i.e., the De-escalation Skills Scale).
This instrument is the first of its kind to be developed by key contributors to the original CIT
training model, and may prove valuable in other studies investigating de-escalation skills.
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APPENDIX A
Demographic Characteristics of the Sample Table
Demographic Characteristics of the Sample__________________________________________
Demographic
Week 1 Participants Week 2 Participants
Total Sample
Characteristics
(n = 29)
(n = 25)
(n = 54)
M (SD) or Range
M (SD) or
Range
M (SD) or
Range
(n) %
(n)%
(n)%
Age (years)
34.79 (7.51)
24 –
33.24 (5.70) 24 – 47 34.07 (6.72)
24 53
53
Male
(28) 90.3%
(19) 73.1%
(47) 83.9%
Memphis Police
(13) 41.9%
(9) 34.6%
(22) 39.3%
Officers
Length of
6.55 (5.44) 1 – 19 5.96 (4.83)
0 – 17
6.28 (5.12)
0 - 19
Employment
(years)
Ethnicity
Caucasian (19) 61.3%
(12) 46.2%
(22) 39.3%
African American (8) 25.8%
(13) 50%
(31) 55.4%
2 or more races
(2) 6.5%
(2) 3.6%
Education
High School or
(2) 6.5%
(1) 3.8%
(3) 5.4%
Equivalent
2-year Degree or (16) 51.7%
(9) 34.6%
(25) 44.7%
Some College
Bachelor’s Degree (11) 35.5%
(14) 53.9%
(25) 44.7%
or Higher
Reported Past
(11) 35.5%
(12) 46.2%
(23) 41.1%
Involvement with
Mental Illness
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APPENDIX B
Pre-test Script
Hello, my name is Kait, and I am involved in research with the University of Memphis and the
Memphis Police Department. Today, I am here to invite you to participate in a research study.
You will be asked to complete two brief assessments, and your responses will help provide
important information on the effectiveness of the CIT training program here. Your participation
is voluntary and not a requirement of the training, but any responses obtained will help provide
valuable information on how we can improve the CIT training. This is a not a pass/fail
assessment, and individual scores will not be calculated. The time required to complete these
short assessments is estimated to be about 20 minutes.
Please raise your hand if you would like to participate, and I will pass out the assessments and
consent form. (Pass out packet containing the consent form, demographics questionnaire, and
De-escalation Skills Scale – Form A). Please review this first document, the consent form (allow
participants time to review the consent form and ask any questions). Does anyone have any
questions about the study or any information I have gone over? If you agree to these terms and
would like to participate, please sign and print your name on the consent form. If you would like
an additional copy of the consent form, I can provide that to you when we’re finished.
The next page is the demographics questionnaire. I’ll go through this with you to help show you
where to fill in your answers on the answer sheet. (Go through the demographics questionnaire
questions, describing where to fill in answers on the scantron sheet). Now you may proceed to
the assessment. Please let me know if you have any questions. When you are finished, please
raise your hand, and I will come pick it up from you. Thank you.
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APPENDIX C
Consent to Participate in a Research Study
Effectiveness of the Memphis Police Department’s Crisis Intervention Team Training
Program
WHY ARE YOU BEING INVITED TO TAKE PART IN THIS RESEARCH?
You are being invited to take part in a research study about training outcomes of the Memphis
Police Department’s Crisis Intervention Team (CIT) Training Program. You are being invited to
take part in this research study because you have been selected to complete CIT training. If you
volunteer to take part in this study, you will be one of about 55 people to do so.
WHO IS DOING THE STUDY?
The person in charge of this study is Kaitlin Duckett (Lead Investigator, LI) of the University of
Memphis’ Department of Counseling, Education, and Psychological Research. She is being
guided in this research by Drs. Douglas Strohmer and Richard James. There may be other people
on the research team assisting at different times during the study.
WHAT IS THE PURPOSE OF THIS STUDY?
By doing this study, we hope to learn about how to improve the Memphis CIT Training Program.
Results from this study will provide us with increased knowledge of what CIT program trainees
learn from the CIT training, and what training components can be improved.
ARE THERE REASONS WHY YOU SHOULD NOT TAKE PART IN THIS STUDY?
This study is for all CIT trainees ages 18 years or older.
WHERE IS THE STUDY GOING TO TAKE PLACE AND HOW LONG WILL IT
LAST?
The research procedures will be conducted at the Memphis Police Department’s Training
Academy. You will need to come to 4371 O K Robertson Rd, Memphis, TN 38127 two times
during the study. Each of those visits will take about 20 minutes. The total amount of time you
will be asked to volunteer for this study is 40 minutes over the next five days.
WHAT WILL YOU BE ASKED TO DO?
On the first day of CIT training (Monday), you will be asked to complete a paper and pencil
version of a brief, 9-item demographics questionnaire and form A of the De-escalation Skills
Scale, a 25-item multiple choice assessment. Then, five days later upon completion of the CIT
training, you will be asked to complete form B of the De-escalation Skills Scale. Both of these
testing procedures will require about 20 minutes for completion.
WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS?
To the best of our knowledge, the things you will be doing have no more risk of harm than you
would experience in everyday life.
WILL YOU BENEFIT FROM TAKING PART IN THIS STUDY?
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You will not get any personal benefit from taking part in this study. However, your willingness
to take part may, in the future, help society as a whole better understand this research topic and
help improve the current Memphis CIT Training Model.
DO YOU HAVE TO TAKE PART IN THE STUDY?
If you decide to take part in the study, it should be because you really want to volunteer. You
will not lose any benefits or rights you would normally have if you choose not to volunteer. You
can stop at any time during the study and still keep the benefits and rights you had before
volunteering. If you decide not to take part in this study, your decision will have no effect on the
CIT training you receive.
IF YOU DON’T WANT TO TAKE PART IN THE STUDY, ARE THERE OTHER
CHOICES?
If you do not want to be in the study, there are no other choices except not to take part in the
study.
WHAT WILL IT COST YOU TO PARTICIPATE?
There are no costs associated with taking part in the study.
WILL YOU RECEIVE ANY REWARDS FOR TAKING PART IN THIS STUDY?
You will not receive any rewards or payment for taking part in the study.
WHO WILL SEE THE INFORMATION THAT YOU GIVE?
We will make every effort to keep private all research records that identify you to the extent
allowed by law.
Your information will be combined with information from other people taking part in the study.
When we write about the study to share it with other researchers, we will write about the
combined information we have gathered. You will not be personally identified in these written
materials. We may publish the results of this study; however, we will keep your name and other
identifying information private
This study is anonymous. That means that no one, not even members of the research team, will
know that the information you give came from you.
CAN YOUR TAKING PART IN THE STUDY END EARLY?
If you decide to take part in the study you still have the right to decide at any time that you no
longer want to continue. You will not be treated differently if you decide to stop taking part in
the study.
The individuals conducting the study may need to withdraw you from the study. This may occur
if you are not able to follow the directions they give you or if they find that your being in the
study is more risk than benefit to you.

WHAT IF YOU HAVE QUESTIONS, SUGGESTIONS, CONCERNS, OR
COMPLAINTS?
Before you decide whether to accept this invitation to take part in the study, please ask any
questions that might come to mind now. Later, if you have questions, suggestions, concerns, or
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complaints about the study, you can contact the investigator, Kaitlin Duckett at
kdckett3@memphis.edu. If you have any questions about your rights as a volunteer in this
research, contact the Institutional Review Board staff at the University of Memphis at 901-6782705. We will give you a signed copy of this consent form to take with you.
WHAT ELSE DO YOU NEED TO KNOW?
This research is being conducted collaboratively between the University of Memphis
(Department of Counseling, Education, and Psychological Research) and the Memphis Police
Department.

_____________________________________________
Signature of person agreeing to take part in the study

____________
Date

_____________________________________________
Printed name of person agreeing to take part in the study
_____________________________________________
Name of [authorized] person obtaining informed consent
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____________
Date

APPENDIX D
Demographics Questionnaire
Please answer the following questions on the provided scantron document.
NAME: Childhood best friend’s first and last name. (Last, First)
SEX: Male (M) or Female (F)
GRADE or EDUC: What is the highest level of education you have completed?
0. High school or equivalent
1. Vocational / Technical school (2 years)
2. Some college
3. Bachelor’s Degree
4. Master’s Degree
5. Professional Degree (e.g., PhD, JD, MD, etc.)
BIRTHDATE: YR (years of age)
IDENTIFICATION NUMBER:
A. What is your racial identity?
0. Caucasian
1. African American
2. Hispanic
3. Asian or Pacific Islander
4. Middle Eastern
5. Two or more races
B. What is your marital status?
0. Single
1. Married
2. Divorced
3. Widowed
C. What is your occupation and place of employment?
0. Memphis Police Officer
1. Shelby County Sheriff’s Office
2. Germantown Police Officer
3. Bartlett Police Officer
4. Police Officer from Any Other Jurisdiction
5. Dispatcher / 911 Operator
6. Mental Health Worker
7. Consumer Advocate
D & E. How long have you been employed in that capacity in you recurrent or other
jurisdictions?
_______ years
F. Has anyone you would consider close to you ever received or is currently receiving
treatment for a mental health problem (such as therapy, counseling, or medicine for mental
or emotional problems)?
(0. Yes 1. No)
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G. On a scale of 0 to 6, how much personal impact did that illness have on you (if you
answered yes to the question above)?
0
1
2
3
4
5
6
minimum
moderate
maximum
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APPENDIX E
De-escalation Skills Scale (Form A) – Baseline Assessment
This is the first of two tests you will be given throughout CIT training. A different form will be
given to you at the end of training. The purpose of this assessment is NOT to determine whether
you have “passed” skills knowledge, but to help us determine how effective we have been in
teaching you. Therefore, even though you may not be sure of an answer, please attempt all of the
questions.
Instructions: Read the following questions and circle the answer that seems best.
1. The first thing you would most likely say to a consumer you had never seen before who was
standing in the middle of a busy street that’s been blocked off at rush hour with two broken
whiskey bottles in his hands and shouting about housing authority Nazis would be
a. “Please step out of the street. You’re going to get hurt!”
b. “Put the whiskey bottles down right now! I really don’t want to have to hurt you.”
c. “My name’s Tom Jones, MPD CIT officer. You seem pretty frustrated and I’d like to
help. I wonder if first off you could give me your name.”
d. “All of the foregoing may be okay depending on safety issues.”
2. An “I understand” statement when dealing with a mentally ill consumer means
a. I understand what it is like to have awful, scary auditory hallucinations.
b. I understand that it’s really difficult to listen to me while you’re hearing voices.
c. I understand you don’t like the side effects of your medications. I have troubles with
some of my own.
d. Because you, the CIT officer, do not have a mental illness, an “I understand” statement is
never appropriate.
3. The basic building blocks of crisis intervention for a CIT officer are
a. Assertiveness, sympathetic responding, and high oral skills.
b. Command posture, charitableness, and excellent verbal and nonverbal skills.
c. Empathic understanding, genuineness, and acceptance.
d. Self-assurance, influencing ability, and bonding skills.
4. Active listening involves
a. Focusing in on the consumer’s world and blocking distractions.
b. Attending to the consumers voice tone, words, and body language.
c. Making sure I understand what the consumer is saying by summarizing and clarifying
what he or she is saying, feeling and thinking.
d. All of the foregoing are critical to active listening.
5. A consumer says, “It’s pretty hopeless. Wife left. Took the kids. Says I’m nuts. I have
nothing to live for.” The best CIT officer response would be
a. “Man, I know how that is. Been there. Done that! But I made it and so will you.”
b. “That negative thinking won’t solve your problems. Let’s look at the bright side.”
41

c. “It sounds overwhelming as I hear you say it. It’s pretty clear how much you care for
them.”
d. “I wonder if you’ve thought about seeking help from your minister. God can be a real
resource in times like this. If you don’t have a minister, I can give you our police
chaplain’s number.”
6. A good response from a CIT officer that would accurately attempt to guess at a consumer’s
feelings who said, “I’m sick of the whole damned mess. Nobody ever listens!” would sound
like
a. “Well I am here and I am listening so go ahead and get it off your chest.”
b. “Okay so what would you like to talk about?”
c. “The way you say that sounds like you are thinking of killing yourself.”
d. “So nobody seems to have heard you. Seems like it’s just overwhelming. It’s so out-ofcontrol.”
7. Of the following benefits of restatement and reflective responses, which doesn’t belong?
a. I am attempting to touch feelings and thinking beyond the surface level and be empathic
with the core affect and cognitions of the consumer.
b. The consumer understands I am hearing and understanding what he/she is saying and that
builds trust.
c. The consumer realizes I am his/her advocate and will listen to what the best course of
action will be.
d. If I am missing the point then the consumer can correct me with no loss of face.
8. A question that starts the dialogue between the CIT officer and consumer with “How” or
“What” questions
a. Allows the consumer to tell his/her story.
b. Immediately specifies what the CIT officer expects the consumer to do.
c. Determines if the consumer is lethal or not.
d. Both b and c.
9. A question that seeks to gain compliance to a CIT officer’s request generally starts with
a. How will you . . .
b. What will you . . .
c. Do you . . .
d. Can you tell me more . . .
10. “Why” questions are used because
a. They can get specific information as in, “Why do you want to hurt her?”
b. They can get a commitment as in, “Why don’t you put that baseball bat down.”
c. Both b and c are good reasons to use “Why” questions.
d. ”Why” questions are generally not used because they can cause the consumer to become
defensive.
11. Which of the following are good CIT officer “I” statements?
a. “What I hear you saying is this.”
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b. “I need you to drop those bricks.”
c. “I can’t speak for the chief, but I can pass your request along to the lieutenant.”
d. All of the above would be good owning statements.
12. “We” statements are used
a. To give you more authority as “We (the department) will not tolerate that.”
b. To calm down the consumer as “We believe that behavior will make it even worse for
you so you need to calm down now. “
c. To form a bond between the CIT officer and the consumer as “We (CIT Officer and
consumer) can do this together.”
d. All of the foregoing are good reasons to use “We.”
13. If you were trying to get the attention of a consumer who seemed not to hear you, your best
response would be
a. Raise your voice and clearly say, “I NEED FOR YOU TO LISTEN TO ME PLEASE.”
b. Soften your voice so the consumer has to listen closely, “I need for you to listen to me
please.”
c. Repeat what you are saying, “I need for you to listen to me please. So if you’re
understanding what I’m saying, just nod your head because it’s important you hear what
I’m saying.”
d. Either a or b, depending on the circumstances and noise in the environment.
14. The best way to contain and control an agitated client would be to
a. Reflect on his angry, agitated state and ask why he is that angry.
b. Tell him to calm down and keep repeating it until you get compliance.
c. Increase physical distance, keep your voice volume normal, use requests for compliance,
and reinforce him if he approximates but does not fully comply.
d. Depending on conditions, any of the above may be a good bet. If they don’t work, deploy
nonlethal weapons to show the consumer there are other, less desirable options.
15. If you were attempting to take an angry consumer into custody, one of your better techniques
as a CIT officer would be to
a. Use clear, strong assertion statements as to what you want followed by questions such as,
“Do you really wish to go to jail?”
b. Reflect that you observe how angry and agitated the client is over the problem, and state
that you understand why he should be because you’ve had some of the same troubles.
c. Ask him why he is so angry, then be silent and wait for his reply.
d. None of the above would work and probably even increase his agitation.
16. Officer safety skills
a. Are applied differently during a mental illness crisis event.
b. Are mainly reliant on your verbal de-escalation skills during a mental illness crisis event.
c. Are mainly the responsibilities of back-up because your job is to stay focused on deescalating the consumer.
d. None of the above accurately describes officer safety during a CIT call.
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17. Many times crises escalate, and consumers become more agitated when the police arrive. As
a CIT officer, one response that may help defuse the consumer and calm things down is
a. “We have time to sort this out. I am going to take the time to hear what you have to say.”
b. “Okay, just take it easy. We’ll see if we can’t get your boss down here to talk to you.”
c. “Man, I can see you’re really angry! How about you come over to the squad car, and let’s
discuss this out of the hot sun.”
d. “Would you like a smoke? If you can calm down, I’ve got some cigarettes in the car, and
you can have one.”
18. One of the most important parts of responding to a behavioral crisis event is
a. A quick scene response and quickly taking the consumer into protective custody for
safety reasons.
b. A rendezvous with other scene officers to determine tactics as to who is going to do what
in the interests of both officer and consumer safety.
c. Initially identifying the person with mental illness so as to quickly and safely get the
scene under control.
d. Talking to the caretaker of the person with mental illness to determine why the consumer
has become violent.
19. An important issue to determine for a person identified as having a mental illness is
a. Finding the psychiatric facility where they last received treatment.
b. The nature and basis of their delusions.
c. Their medication use and possible side effects.
d. The need for possible commitment to inpatient care.
20. If you are not a veteran but are intervening with a veteran who is at significant risk for
suicide, it might be okay to
a. Indicate you are a veteran in order to reduce the immediate risk for suicide.
b. Acknowledge you are not a veteran.
c. Continually avoid questions about your own Veteran status.
d. Deflect the veteran by asking what he/she does in civilian life.
21. In planning for a crisis, you should
a. Stick to the protocol for the particular type of mental illness you are facing.
b. Re-assess a plan that isn’t working but get a consult with the field commander first and
obtain his/her permission to do it.
c. Re-assess and change a plan that isn’t working on your own because you are the CIT
officer on the scene.
d. Start your plan once you have fully assessed the scene and gained information about the
consumer’s problems from his/her significant others.
22. If you were called to a scene where a suicidal individual was standing on a bridge railing, a
good initial response might be
a. “Do you have a family? Killing yourself may solve your problems, but I’ve found it’ll
only make theirs worse. I really don’t think you want to hurt them like that. So just think
about that for a minute and see if staying alive for them isn’t the best thing to do right
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now.”
b. “Suicide may seem like the only way out, but it isn’t. There are lots of other options, and
I’m here to help you find them. So come on down from there and let’s see what we can
work out. I’m a CIT officer, and I’ve got lots of experience with these kinds of situations.
I believe I can help you. “
c. “My name is Richard Basehart, and I’m a CIT officer. It’s pretty clear that things have
gotten to the point that killing yourself seems like the only way to solve your problems. If
you’d let me, I‘d like to hear what got you on this bridge today. I want to take time to
hear you out. We have plenty of time so start wherever you’d like.”
d. Both b and c may be good options.
23. One of the major issues in keeping the consumer, CIT officer, and others safe is
a. Determining communication barriers such as the consumer’s intellectual capacity and
emotional stability to respond to requests for compliance.
b. Finding a support person with whom the consumer feels safe.
c. Understanding the underlying crisis elements/factors that are fueling the situation and fix
them.
d. Determining the validity of threats that are being made about self or others and intervene
as necessary.
24. Of the following nonverbal, physical posture communications, which one(s) would not be
seen as facilitating consumer communication?
a. Body posture is straight with hands behind back.
b. Body posture is at ease with hands on hips.
c. Body posture is forward with hands on belt.
d. Body posture is open with arms and hands open in front.
25. Time is critical in dealing with an out-of-control mentally ill consumer. In that regard, a CIT
officer should
a. Take plenty of time to hear the consumer’s complaints so the consumer sees “taking
time” in your listening skills and understands you care about and are concerned with what
he is thinking and feeling.
b. Taking time to provide clear choices as to what kinds of force will be used if the
consumer doesn’t calm down and cooperate.
c. Seek to slow time down and delay potential lethal behavior or speed it up to resolve it
and take the consumer into protective custody if lethal behavior is imminent.
d. Depending on how volatile the consumer is, any of the foregoing may be viable options.

45

APPENDIX F
De-escalation Skills Scale (Form B) – Follow-up Assessment
This is the second of two tests you are being given during CIT training. The purpose of this
assessment is NOT to determine whether you have “passed” skills knowledge, but to help us
determine how effective we have been in teaching you. Therefore, even though you may not be
sure of an answer, please attempt all of the questions.
Instructions: On the answer sheet provided, please fill in the name of your childhood best friend
(Last name, First name). Read the following questions and circle the answer that seems best.
1. When meeting an out-of- control consumer for the first time, a CIT officer would first say
a. “Look! You need to get out of the middle of the street before you get hurt.”
b. “I’m a CIT officer, and I’d like to know what’s wrong with you to get you out of the
middle of the street during rush hour.”
c. “Hello, my name is Tom Jones, and I’m a CIT officer. I don’t know your name.”
d. “Hi! I’m a CIT officer. We’re here to help people who have mental illness and other
emotional problems. So please step over to the sidewalk, and we’ll get this worked out
for you.”
2. When the CIT officer uses an “I understand” statement, he is using it
a. To let the consumer know he understands what it feels like to have bi-polar disorder.
b. To show the consumer he really cares about him/her.
c. To indicate he doesn’t know what it is like to have the mental disorder but understands it
is causing the consumer a great deal of pain and anguish.
d. To convey he understands his/her problems and will help solve them.
3. Attributes and skills that are critical to a CIT officer’s ability to do crisis intervention are
a. Good judgmental diagnostic ability of psychopathology.
b. Mental agility, empathic awareness, and being genuine.
c. Physical skills, command presence, and ability to set limits on psychopathological
behavior.
d. Being able to diplomatically control the consumer’s behavior by indicating both the
negative and positive consequences for compliance or noncompliance.
4. Your trainers would say you have good active listening skills when you can
a. Paraphrase what the consumer is saying and get acknowledgment that you are in sync
with him/her.
b. Caringly reflect on the consumer’s poor maturation and problematic environment that
causes poor thinking patterns to occur.
c. Use “How” and “What” questions that allow the consumer to expand on his/her
problematic behavior.
d. Both a and c are basic to good active listening skills.
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5. A consumer says, “What do you know about losing a job after 19 years? One more year and I
get retirement. Now what?! Over my head in debt. It’s useless.” The CIT officer’s best
response would be
a. “I don’t know what your religion is, but when I’ve had tough spots like that I give it over
to God. Have you tried praying?”
b. “No! I don’t know about what it’s like to lose a job after all that time, but I sure hear how
angry and frustrated you are.”
c. “Hey I see you have a Cardinals cap on. How about we go over to the curb, talk about the
pennant race, and get this heavy stuff off your mind for a while.”
d. None of the above are good CIT responses.
6. A response that accurately and empathically reflects the words of a consumer who said, “My
family and friends have given up on me. I can’t get this monkey off my back, and then the
voices come” would be
a. “Forget the voices for now. I am here, and it’s OK. I need you to listen to me.”
b. “So right now you don’t have any support system, you’re back on meth, the voices are
back as well, and it seems overwhelming.”
c. “That’s tough, but I’m here to help. I am not just officer Jones. Right now I am your
support system, and I will help you all I can.”
d. All of the above are good empathic, caring responses.
7. You would use responses that restate content and reflect the feelings and thinking of the
consumer because they
a. Touch feelings and thinking beyond the surface level and show the consumer you are in
touch with the dilemma.
b. Clarify the facts of the problem and also address the feeling and thinking dimensions of
it.
c. Let both parties know they are on the same page.
d. All of the foregoing are reasons to use restatement and reflection.
8. A question that would allow a consumer to more easily talk about his problem would be
a. “Could you tell me some more about what got you out here on the bridge ready to jump?”
b. “When did you go to the marriage counselor?”
c. “You don’t want to do this. You’re young and you’ve still got a life to live so let’s talk
about it. Think about what you are going to do.”
d. “Don’t you think it would be a good idea to talk to your girlfriend? I’m sure we can get
her on the phone.”
9. You would use a question that started with “Do you . . .” to
a. Get the consumer to open up and gain more information about the problem.
b. Determine if a consumer was lethal to himself or others.
c. Explore the reasons behind the consumer’s behavior.
d. Both b and c.
10. A “Why” question is
a. A good way to find out the reasons for the consumer’s behavior.
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b. A way to determine who or what else is causing the problem.
c. Both a and b are good reasons for using a “Why” question.
d. None of the above are good reasons for using a “Why” question.
11. “I” statements are
a. Clear statements about what I, the CIT officer, own as to my thoughts and feelings.
b. Are only used when you are requesting compliance.
c. Helpful for keeping the dialogue in the “here–and-now” and not letting the consumer get
off track.
d. Both a and c.
12. “We” statements are
a. Rarely if ever used.
b. Used to help you gain power and authority to get compliance.
c. Let the consumer see that you, the CIT officer, are in this together with him/her.
d. Release you from responsibility if things go wrong so the consumer doesn’t blame you.
13. If you use the “broken record” technique, it would sound like this to a silent and withdrawn
consumer
a. “Will you do it? (now louder and more assertive). I said, “WILL YOU DO IT?”
b. “I’ll repeat the lieutenant’s offer. I said I’d repeat the lieutenant’s offer.”
c. “I’d like you just to take one deep breath and let it out slowly. I wonder if you heard me.
Just take a deep breath and let the air out slowly. Could you nod your head if you
understood what I said?”
d. All of the foregoing would be good “broken record” responses.
14. When dealing with an agitated client who is rapidly escalating his verbal and motor behavior,
your response should be
a. Reflecting the feelings underlying his excited state.
b. Making an owning statement that if he doesn’t calm down there will be consequences,
like getting tazed or worse.
c. Increasing space between you and the consumer, keeping your volume level, and using
“broken record” responses to get through to him.
d. Attempting to “corner” the consumer so he has less space to roam, increasing voice level
to override the consumer’s, and making clear, limit-setting statements that demand
compliance.
15. In gaining compliance, you want to successively approximate the consumer to your goal.
This involves
a. Reinforcing the consumer for small positive steps you get him/her to take towards
resolving the immediate dilemma.
b. Making strong assertion statements using the “broken record” technique.
c. Using “How” questions to let the consumer explore his/her options.
d. Find out what his underlying issues are to get him/her in the present dilemma.
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16. One of the training topics focuses on the importance of having a “game plan” and four basic
plays. Those basic plays will typically involve
a. Introducing yourself and getting the consumer’s name as soon as possible.
b. Restating and reflecting the content and emotions of consumers so they know they are
being heard.
c. Stating calmly, empathically, and clearly the possible negative consequences if the
consumer doesn’t de-escalate.
d. Both a and b.
17. If a veteran was having a flashback and asked you if you could smell the gun smoke and hear
the gunfire, your best response would be
a. “I understand it was bad for you in the sandbox, but you are safe now. You are in
Memphis now.” Just take a deep breath and calm down.”
b. “No I can’t, but I see you do. It’s scaring the hell out of you.”
c. “I’m sorry, but this isn’t real. You are having a flashback and need to get to the VA. Let
me help get you there.”
d. None of the above are good responses.
18. Getting the consumer’s name is important to the de-escalation process. If the person in crisis
does not want to provide his/her name, it might be best to
a. Avoid the topic, as the person could be delusional.
b. Persist, as their name is important to establishing a personal relationship.
c. Move towards other goals, using a “going with the resistance” strategy.
d. Take a time out and get their name from a relative or friend.
19. One of the first pieces of priority information a CIT officer should try to obtain from a
consumer who is acting erratically is
a. When and where she has been hospitalized so her mental illness can be determined, and
she can be safely taken there.
b. Whether she is taking prescribed medication, what kind it is, and when she last took it.
c. If she has any friends or family available to support her.
d. If someone has told her she is mentally ill.
20. When faced with a person who is suicidal, it is often best to
a. Keep the topics positive and move to non-controversial subjects, such as sports.
b. Avoid asking whether or not the consumer has a plan to kill him/herself.
c. Relate to the subject’s hopelessness and understand what might lead them to want to
commit suicide.
d. Focus on things that might help them want to live, such as family or religion.
21. There are both primary and secondary priorities as a back-up to the initial priority of deescalating and containing the consumer. This secondary priority, the default operating mode
for all crisis intervention, is
a. To ensure a quick crisis disposition in handling the call so as to get back in service.
b. To ensure the person in crisis is aware of the officer’s first priority of keeping everyone
safe and de-escalating the situation.
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c. A long-term crisis plan the officer outlines to the consumer about possible treatment
options as soon as the immediate situation is resolved.
d. To ensure both human and material back-up resources can be obtained quickly if things
spiral out–of–control.
22. The CIT officer should seek and absorb information. What is the best way to start to go about
doing this?
a. The CIT officer should rely on back-up officers to get critical information from people
who know the consumer.
b. The CIT officer should be decisive, synthesize the information, and take immediate
action after getting initial information on the radio call so as to keep things safe and
under control.
c. The CIT officer should be like a sponge in gathering information from the consumer
(e.g., past crises, drug history, and other personal information) before attempting to
control the situation.
d. The CIT Officer should be relentless in getting information from any available source to
get the situation stabilized because outside sources and significant others can provide
objective information.
23. Regarding the verbal and physical posture of the CIT officer, which is not an appropriate
technique?
a. Reduced speech rate and decibel level to slow things down when the consumer is in an
agitated state.
b. Raise voice level slightly above that of the consumer to assure a command presence.
c. Use hard hand stops at the first sign the consumer is starting to become behaviorally
agitated so it is clear that escalating behavior any higher will not be tolerated.
d. Both b and c.
24. When a person in crisis is argumentative (without any reasoning capability) and is eager to
“push buttons” to entice the CIT officer to lose control, what course of action should be
deployed to reduce the hostility in this crisis situation?
a. The CIT officer should look for areas of agreement and/or rephrasing the person’s
hostility to suggest the officer is agreeing with the person.
b. The CIT officer should be sympathetic, explaining areas of disagreement, and express
approval that the person is entitled to his/her opinion.
c. The CIT officer should not say anything, allowing the person to vent and release
emotional hostilities.
d. The CIT officer gives reasonable time for the person to vent then sets a strict time limit
for the person to be quiet while the officer responds without interruptions (setting hostile
boundaries and consequences of actions).
25. When a consumer is highly agitated and out-of-control, your physical space should
a. Become closer to contain the individual and potentially stop any aggressive moves.
b. Stay about the same distance so the consumer doesn’t feel threatened by intrusion into his
space. Yet also remain close enough to contain him if he becomes more aggressive.
c. Increase space because even consumers who appear harmless may become aggressive.
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d. Physical space is not nearly as important as your use of verbal skills and soft hand stops
to indicate you are sympathetic to the consumer’s dilemma and are not a threat.
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APPENDIX G
Post-test Script
Hello, I am here again as a representative from the study you were introduced to earlier in the
week on Monday. I am here today to administer the second part of the research study, for those
of you who volunteered to participate. (Hand out De-escalation Skills Scale (form B) to
participants who previously volunteered to participate). Please let me know if you have any
questions. Read through the following questions, and select the answer you think seems best.
When you complete the form, please raise your hand, and I will come pick it up from you. Thank
you.
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APPENDIX H
Literature Review
Introduction


Refresher of problem and purpose of study
o As first responders, police are often a significant influence on the lives of
individuals with mental illness (Tucker, Van Hasselt, & Russell, 2008).
o Encounters with persons suffering mental illness(es) are complicated, requiring
advanced knowledge and skills, presenting challenges for police officers to gain
compliance from the individual suffering mental illness and cooperation from
legal and psychiatric community agencies (Cordner, 2000).
o Crisis Intervention Team (CIT) training is the newest and most innovative
approach to bridging the gap between criminal justice systems and mental health
organizations and resources (Ellis, 2014).
o The present study aims to examine the effectiveness of the CIT training at the
Memphis Police Department (MPD) in increasing knowledge of de-escalation
skills.



Form, purpose, and organization
o This chapter will provide an extensive review of the literature, detailing the need
for CIT training, as well as presenting background information on crisis theory to
support the utilization of this as a foundational reference for the current study.
Lastly, the effectiveness of CIT programs and more specifically the Memphis CIT
Training Program will be discussed.
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Need for Crisis Intervention Programs


Prevalence of mentally ill incarceration rates
o Shelby county department of corrections currently has an average of 2,600
inmates daily, contributing to its 2006 status as the third highest jail incarceration
rate in the United states, second only to Philadelphia and Nashville (Shelby
County Department of Corrections, 2015; Sullivan, 2008).
o Nationwide, persons with mental illness make up 16% of the inmate population in
State prisons and local jails and 7% of the inmate population in Federal prisons
(Ditton, 1999).
o In a sample of female jail detainees, Teplin, Abram, and McClelland (1996) found
that 80% met criteria for one or more psychiatric disorder in their lifetime, with
the most common disorders being drug or alcohol abuse or dependence and posttraumatic stress disorder.
o A similar study revealed that prevalence rates of schizophrenia and major
affective disorders were two to three times higher in jail than in the general
population (Teplin, 1990).
o In a study involving 336 individuals involved in mental health crisis situations
that involved the police, Van der Brink et al (2012) found that half of the
individuals (n = 162) were disengaged from mental health services and lacked
regular care contact in the year prior to the crisis.
o In comparison to inmates who do not have a mental illness, inmates with a mental
illness were more likely to be incarcerated for a violent offense (53% compared to
46%), more likely to be under the influence of drugs or alcohol at the time of
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offense (59% compared to 51%), and more likely to have been homeless within
12 months prior to their arrest (20% compared to 9%). They also reported high
rates of physical or sexual abuse (30% of males and 78% of females), and 75%
had spent time in prison or jail or were on probation at least once prior to their
current sentence (Ditton, 1999).
o A study of 1,382 police-citizen accounts found that, for similar offenses, citizens
with mental illness had a significantly greater chance of being arrested than
persons who did not have a mental illness (Teplin, 1984).
o In contrast, in a multi-site field study of police behavior, Engel and Silver (2001)
found that police officers are not more likely to arrest persons suffering mental
illness than individuals who did not have a mental illness.
o When matched for crime severity, offenders with mental illness remained in
county jail for an average of 8 days longer than offenders who did not have a
mental illness (Steadman, 1991).


In a similar study, fewer offenders with mental illness were released on
bail or for personal recognizance (Harris & Dagadakis, 2004).

o Discussion: Individuals with mental illness are a marginalized group with
significant disadvantages (i.e., high rates of homelessness, high rates of
incarceration, substance abuse and alcohol problems, and high recidivism rates).


The Role of Deinstitutionalization
o The focus on deinstitutionalization caused people with mental illness to return to
communities, bringing increasing interactions with police officers and more
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attention to individuals with mental illness – a previously neglected population
(Abramson, 1972; Teplin & Pruett, 1992).
o Prior to due process revolution in the courts and deinstitutionalization efforts,
which were reinforced by the federal courts in 1972 (Perez, Leifman, & Estrada,
2003), police had three main alternatives for handling situations with individuals
suffering mental illness whose behavior was extreme, unpredictable, and
unexplainable: 1) arrest and charge the individual, 2) detain the person overnight,
then release them without charge(s), or 3) involuntarily commit the person to a
mental institution or other treatment facility (Cordner, 2000).


Discussion: Police officers are now expected to handle these same
situations (i.e., crisis situations involving individuals with mental illness),
but the focus on deinstitutionalization has limited their acceptable
responses, and more effective methods are required.



The gradual shift in responsibility of care for persons with mental illness
from institutions to the community at large has immensely expanded the
role for police officers (Cotton, 2004).



Lack of police training
o It is estimated that 10% of interactions between law enforcement and the public
involve one or more individuals with a mental health problem (Watson et al.,
2010).
o Police are most often the initial contact into the social service systems and
criminal justice systems for individuals suffering from mental illness (Tucker et
al., 2008).
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o Individuals suffering acute symptoms of mental illness are frequently erratic and
unaware of the severity of their behavior and their effects on others (Patch &
Arrigo, 1999).
o Law enforcement officers are often unprepared or untrained to appropriately
handle crisis situations and lack the discretion required to differentiate between
criminal behavior, psychiatric symptoms, or other concerning behaviors (Patch &
Arrigo, 1999; Teplin & Pruett, 1992).
o Police officers are unaware and uneducated on the signs and symptoms of mental
illness and available resources (Compton et al., 2014b).
o Police report that encounters with individuals with mental illness are outside of
their scope of training and feel unprepared to provide necessary services to these
individuals (Bittner, 1967; Reuland, Schwarzfeld, & Draper, 2009).
o The gap between what officers are expected to do within the scope of their job
and what they are trained to do can be highly detrimental to individuals affected
by mental illnesses, police officers, and family members of individuals with
mental illness (Demir, Broussard, Goulding, & Compton, 2009).
o In a nationwide survey of 84 medium and large law enforcement agencies, Hails
and Borum (2003) found that the median and average amounts of time
departments devoted to recruit training on responding to calls involving persons
with mental illness was 6.5 and 9.16 hours, respectively.


Among these departments, 32% had some form of specialized responses
for calls involving persons with mental illness, 21% had a special bureau
or unit within the department dedicated to assisting in responding to these
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calls, and 8% had access to a mental health mobile crisis team (Hails &
Borum, 2003)
o In a large sample study (n = 257) examining officer beliefs and response to
mentally ill disturbance calls, a significant factor in the decision-making process
is the available options and community resources (e.g., mental health consultants,
treatment facilities, etc.) police officers have (Finn & Stalans, 2002).


Discussion: Without knowledge of the resources available (a key construct
of CIT training), police officers are not equipped to help persons with
mental illness and may instead be more prone to simply arresting them.



Negative consequences for police officers (due to lack of training)
o Individuals in emergency service fields are at risk of developing psychological
problems due to exposure to traumatic events (Carlier & Gersons, 1994).
o Police officers with severe levels of PTSD were three times more likely to have
increased risk factors of cardiovascular disease (Violanti et al., 2006).
o In a case-matched control study of police officers, PTSD was associated with
higher cortisol levels, smaller hippocampi, and memory impairments (Lindauer,
Olff, van Meijel, Carlier, & Gersons, 2005).
o Among a sample of 400 police officers, killing or seriously injuring someone in
the line of duty was strongly associated with post-traumatic stress disorder
(PTSD) symptoms and marginally associated with symptoms of depression
(Komarovskya et al., 2011).

CIT training purpose and information


Discussion: There are several overarching aims of CIT programs.
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o Minimum therapeutic goals of crisis intervention are psychological resolution of
immediate crisis and restoration to at least pre-crisis functioning, and a maximum
goal is improvement in functioning that exceeds the pre-crisis level (Hobbs, 1984).
o CIT programs aim to reduce the need for police force, reduce the incidence of
violence in encounters with people with mental illness, reduce the incidence of arrest,
reduce the injury incidence of all individuals, and increase availability to crisis and
psychiatric treatment (Cochran et al., 2000).
o Crisis workers seek to quickly identify current coping skills within the client and
available environmental resources in order to help the client use them in the present
situation as a stopgap measure to provide stability and gain more time in crisis
situations (James & Gilliland, 2013).
o Crisis intervention team (CIT) training equips police officers with skills and
knowledge to effectively respond to individuals with mental illnesses (Compton,
Esterberg, McGee, Kotwicki, & Oliva, 2006).


Discussion: While no CIT programs are the same, there are broad commonalities among CIT
trainings.
o CIT training curriculums commonly consist of 5-day (40-hr) trainings including
didactic presentations on local policies, mental illnesses, and available community
resources; site visits to treatment facilities, allowing for trainees to interact with
persons with mental illness; and performance-based practicum training focusing on
de-escalation (Kohrt et al., 2015).
o CIT is one of the few police training programs that is not provided or offered
exclusively through a police training bureau; rather, it is a partnership with the mental
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health system and consumer and family agencies (Bahora, Hanafi, Chien, &
Compton, 2007; Skubby, Bonfine, Novisky, Munetz, & Ritter, 2013).


Discussion: Training on de-escalation skills are a major component of CIT training programs
o Training in de-escalation, along with education about mental illnesses enhance
responses to individuals experiencing crisis (Dupont & Cochran, 2000).
o De-escalation through behavioral and communication techniques aims to reduce
anger and frustration, thus eventually helping the individual regain self-control
(Nunno, Holden, & Leidy, 2003).
o Verbal de-escalation is typically the key to engaging the individual and helping him
or her become an active agent in his or her own evaluation and treatment (Richmond
et al., 2012).



A strength of the CIT model is the “ability of officers to both identify the need for mental
health services, and appropriately utilize basic crisis intervention techniques on-scene”
(Tucker et al., 2008).



The systematic response intervention of CITs require specialized skills that may include
assessment of mental illness, utilization of de-escalation and communication techniques,
communication with mental health providers, and completion of emergency evaluation
petitions (Watson, Morabito, Draine, & Ottati, 2008).



A common standard is for police jurisdictions to provide training to at least 20% of their
patrol officers so that a CIT-trained officer is routinely available to respond to calls involving
individuals with mental illness (Kohrt et al., 2015).

60



In 2011, it was estimated that there are over 1,200 CIT programs in operation across the
United States (Compton et al., 2011); As of 2014, there were about 2,800 CIT programs
nationwide (DeAngelis, 2014).

Crisis Theory


Discussion: To provide a basic foundation of understanding of crisis and its effect on a
person, crisis theory, also known as basic crisis intervention theory, will be examined.



Definitions of crisis
o Thomas (1909) provided one of the earliest definitions of crisis as “a threat, a
challenge, a strain on the attention, a call to new action.”
o Rapoport (1962) defined crisis as the disruption of a stable and steady state in
which an individual finds himself or herself in a hazardous situation.
o Crisis refers to a person’s internal reaction to an external hazard (i.e., confined to
an internal process), typically relatively brief, and usually resolved in 4 to 6
weeks (Morley, 1970).
o Hobbs (1984) identified five characteristics of crisis: 1) self-limiting in time; 2)
dependency needs (direct or indirect) are expressed in early crisis stages; 3)
individual crises may be indicative of a larger crisis within the family or social
group; 4) is not a pathological state in itself, although its outcome may be; and 5)
presents the opportunity for resolution of past conflicts, which are derived from
maladaptive solutions of earlier crises.
o A crisis develops when a hazardous situation occurs, and the person does not have
adequate coping skills to manage the crisis (Morley, 1970).
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o James and Gilliland (2013) summarized an individual crisis as “the perception or
experiencing of an event or situation as an intolerable difficulty that exceeds the
person’s current resources and coping mechanisms…and has the potential to
cause severe affective, behavioral, and cognitive malfunctioning up to the point of
instigating injurious or lethal behavior to oneself or others.”
o Discussion: For the purposes of the current study, the variable knowledge of crisis
intervention will broadly encompass all aspects of Memphis CIT Training.


Background of theory
o Major contributors were Erich Lindermann, who studied the bereavement
reactions of the survivors in the 1943 Coconut Grove nightclub fire, and Gerald
Caplan, who is known as the “Father of Modern Crisis Intervention” (Morley,
1970).
o Lindermann developed crisis theory in 1944 and concluded that people
experiencing acute grief have five related reactions: 1) somatic distress, 2)
preoccupation with the deceased’s image, 3) guilt, 4) reactions of hostility, and 5)
a decrease or complete loss in patterns of conduct (Richardson, 1955).
o Caplan introduced the concept of homeostasis to crisis theory (Richardson, 1995).
o Rapoport added to Caplan’s homeostasis idea and proposed that in a state of
crisis, normal problem-solving mechanisms are not adequate, resulting in
disequilibrium (Smith, 1977).


Rapoport also contributed three related factors that often produce a crisis
state: 1) a hazardous event, 2) a threat to life goals, and 3) an inability to
respond with necessary coping skills (Smith, 1977).
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Elements of the theory
o Crisis theory is psychosocial, emphasizing psychological factors (e.g., coping
skills, differences in personality, etc.) and sociocultural or situational factors (i.e.,
gender, ethnic and class differences’ impact on perceptions of problems and
experiences) (Richardson, 1995).
o Behavioral responses to grief crises are temporary, normal, and may be alleviated
through short-term intervention (James & Gilliland, 2013)
o The individual’s perception of a situation is dependent on his or her past
experiences and the nature of coping skills that have developed as a result of
experience (Brandon, 1970).
o Crises may be conceptualized through the equilibrium model, which views
individuals in crisis as being in a state of psychological or emotional
disequilibrium due to inadequacies in their usual coping mechanisms and
problem-solving behaviors (Caplan, 1961).


According to this theory, all individuals are repeatedly confronted by
hazardous situations, which have the potential of upsetting the equilibrium
of emotional functioning, yet these threats are usually short-lived because
unique characteristics and problem-solving capabilities allow one to
master the threat (Hobbs, 1984).



People have a continuum of equilibrium, with mental health on one end
and mental illness on the other, and this equilibrium is maintained in a
stable condition through complicated interchanges between the individual
and significant people in his or her environment (Morley, 1970).
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o The goal of crisis intervention is to help restore individuals to a state of pre-crisis
equilibrium (Caplan, 1961).
o “Crisis is both a danger and an opportunity” (Morley, 1970).


When an individual successfully resolves a crisis, he or she is likely to
emerge “healthier” than before the crisis, but if the crisis is resolved badly,
he or she is likely to emerge “sicker” (Morley, 1970).



Intervention in crisis maximizes the potential for psychic growth and
maturation, thus representing an important tool in preventative techniques
(Hobbs, 1984).

o According to Caplan, there are four phases of crisis states: 1) rise of anxiety and
disorganization resulting from the hazard and characterized by habitual problemsolving; 2) failure of the coping mechanisms and continuance of the hazard,
increases tension; 3) internal and external resources are mobilized, and tension
may lessen in intensity, be defined differently, or goals may be reframed as
unattainable; and 4) If tension is still not lessened by previous phases, the
individual experiences major disorganization (Morley, 1970).
o There are four levels of crisis intervention: 1) environmental manipulation, which
may take the form of a helping person connecting the troubled person with a
resource to help remove the hazard, lessen its intensity, or relieve symptoms; 2)
general support, which takes the form of basic counseling skills (i.e., active
listening, empathetic attitude, non-challenging stance, etc.); 3) generic approach,
which requires the helper to have thorough knowledge of crisis and have the
ability to implement effective crisis intervention approaches; and 4) individual
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tailored approach, which consists of the helper applying his or her specialty
knowledge of crisis intervention to the personal characteristics, strengths, coping
skills, and other unique aspects of the person in crisis (Morley, 1970).
o Discussion: Basic tenants of crisis theory provide the framework for the CIT
training model utilized at the MPD.
The Memphis CIT Training (i.e., “Memphis Model”)


Background/History
o CIT training on police officers first began in Memphis, TN in 1988 and was
described as “the most visible prebooking diversion program in the U.S.”
(Steadman, Deane, Borum, & Morrissey, 2000).
o The Memphis Model is recognized as being the gold standard for crisis
intervention teams, and it is well-known for its ability to establish firm
connections with community agencies (Oliva & Compton, 2008).
o The Memphis CIT program was developed in response to an incident in 1987 in
which a young man living in a public housing complex was threatening to stab
himself and others with a knife. Police attempted to “talk him down” but
eventually shot and fatally wounded him because he would not change his
behavior (DeAngelis, 2014).
o Featured as a best practice at the 1999 White House Conference on Mental Health
and was recognized by Amnesty International USA in a paper on mental illness
and human rights (Dupont & Cochran, 2000).
o Currently, the CIT model has not been researched sufficiently to be deemed an
evidence-based practice; however, it has been proven successful in numerous law
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enforcement agencies worldwide and is considered a best practice in law
enforcement (Watson & Fulambarker, 2012).


Program organization and characteristics
o The Memphis CIT consists of patrol officers who volunteer and receive 40 hours
of specialized crisis intervention training, which prepares them for responding to
calls involving persons suffering mental illness (Tucker et al., 2008).
o Training includes three main components (Didactics and lectures of specialized
knowledge, on-site visits and exposure, and practical skills training):


Didactics and lectures of specialized knowledge include the following
topics: Clinical issues related to mental illness, medications and side
effects, alcohol and drug assessment, co-occurring disorders,
developmental disabilities, family and consumer perspectives, suicide
prevention and practicum aspects, rights and civil commitment, mental
health diversity, equipment orientation, policies and procedures,
personality disorders, post-traumatic stress disorder (PTSD), legal aspects
of officer liability, and community resources (Dupont, Cochran, &
Pillsbury, 2007).



On-site visits occur at the Memphis Veteran’s Affairs Medical Center
(VAMC), local community mental health treatment facilities, and
Lakeside Behavioral Health (Dupont et al., 2007).



Practical skill training is scenario-based and consists of practicum
situations in which trainees are critiqued by training faculty (Dupont et al.,
2007).
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o All training faculty involved are encouraged to complete the 40-hour
comprehensive course and participate in a ride-along to optimize understanding of
complexities that exist and differences between mental health care and law
enforcement (Dupont et al., 2007).
o The number of CIT-trained officers available to any shift will be adequate to meet
the demands of the community and is recommended to be 20-25% of the agency’s
patrol division (Dupont et al., 2007).


Outcome Research
o The Memphis CIT program has led to positive outcomes in the community,
including increased officer comfort and confidence in mental health emergencies,
excellent response times (generally 5 to 10 minutes), increased referral rates to
emergency healthcare, and decreased arrest rate (Dupont & Cochran, 2000).
o Borum and colleagues (1998) found that Memphis CIT officers were more likely
to report preparedness for situations involving people with mental illnesses
(100%) compared with non-CIT trained officers in Memphis (65.4%) and were
more likely to rate the mental health system as helpful (69.4%) compared to nonCIT officers in Memphis (40.3%).
o In a study comparing CIT police officers in three metropolitan cities (i.e.,
Memphis, Birmingham, and Knoxville), Steadman et al. (1998) found that
Memphis CIT officers transported more cases to treatment facilities (75%)
compared to 20% (Birmingham) and 42% (Knoxville), had lower arrest rates for
CIT officers to specialized responses (2%) compared to 13% (Birmingham) and
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5% (Knoxville), and successfully maintained a response time of 10 minutes or
less – 94% (Memphis), compared to 28% (Birmingham), and 8% (Knoxville).
Effectiveness of other CIT Training Programs


As a result of the high level of success achieved by the Memphis CIT Training, Akron,
OH, Miami, FL, Louisville, KY, and other major cities and countries have adopted
similar CIT trainings (Teller, Munetz, Gil, & Ritter, 2006; Ellis, 2014; Strauss et al.,
2005).
o The Bureau of Justice Assistance (2007) estimates that over 400 CIT programs
are now operating in the United States.



The CIT model has gained so much popularity that it has even been adopted by the
Federal Bureau of Investigations (FBI), implemented nationwide by federally trained
employees, and utilized for response to serious mental illness (SMI) crisis situations
(Jines, 2013).



An analysis of the mental disturbance calls before and after the implementation of the
CIT program in Akron, OH found an increase in number and proportion of calls
involving persons with mental illness, as well as increased rate of transport of persons
with mental illness by CIT-trained police officers to treatment facilities (Teller et al.,
2006).



In an assessment of the Chicago Police Department (CPD), Morabito et al. (2012) found
that in interactions with consumers displaying increasing resistance, CIT officers
responded with less force, and that CIT officers were also unaffected by physical
resistance from the consumer. Furthermore, this study concluded that CIT officers were
more likely to utilize higher levels of force overall (Morabito et al., 2012).
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o These results align with the overarching goals of CIT training, as the training
provides skills for preventing escalation and deescalating a consumer who may
already be resistant (Morabito et al., 2012).


Discussion: Therefore, while this study found that CIT officers displayed
higher levels of force, they are trained to deal with consumers who are
already escalated and may come into contact more frequently with
escalated consumers.



Results of the CIT program in Albuquerque, New Mexico reported less police force,
improved crisis management through reduced liability risks, increased partnerships
between the police and mental health agencies, identification of deficiencies in the local
mental health network, increased public support and confidence, and increased jail
diversion (Bower & Pettit, 2001).



Canada, Angell, and Watson (2012) conducted a qualitative analysis in Chicago and
found that CIT officers exhibited a broader understanding of behaviors indicative of
mental illness and considered more options when deciding outcomes of calls involving
individuals with mental illness in comparison to police officers who did not have CIT
training.



Discussion: Several outcomes of CIT programs in Georgia have been assessed.
o After close observation and training in the Memphis CIT Training, Georgia
implemented CITs based on the Memphis Model statewide (Oliva & Compton,
2008).
o Compton et al. (2014a) sampled 586 police officers in Georgia (251 officers who
received a 40-hour CIT training and 335 officers who did not receive CIT
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training) and found that CIT officers performed better on knowledge of mental
illnesses, attitudes about serious mental illnesses and their treatments, social
distance stigma, de-escalation skills, referral decisions, and reported higher selfefficacy for interacting with suicidal or psychotic individuals.
o In a study comparing CIT trained police officers with non-CIT trained police
officers in crisis intervention scenarios, CIT police officers chose actions
requiring less escalation and less force and also perceived physical force as being
less effective than non-CIT officers (Compton, Neubert, Broussard, McGriff,
Morgan, & Oliva, 2009).
o Bahora and colleagues (2008) found that in comparison to non-CIT trained police
officers, CIT-trained officers demonstrated improved self-efficacy for interactions
with individuals with certain psychological diagnoses (i.e., depression, cocaine
dependence, schizophrenia, and alcohol dependence), as well as reduced social
distance with individuals with mental illness.
o Research conducted on the Atlanta, Georgia CIT program revealed that CIT
trained officers reported increased knowledge of mental illness (manifesting as
greater empathy toward consumers and their caregivers, greater ability to
recognize and respond to mental illness, reduced stereotyping, fewer arrests, and
increased patient in encounters with consumers) and improved practical
application of skills (demonstrated by less unpredictability of the crisis situation, a
greater ability to put individuals with mental illness at ease, and lower risk of
injury in encounters involving consumers) (Hanafi, Bahora, Demir, & Compton,
2008).
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o In a study of six different police departments (n = 180 officers), CIT training
increased the likelihood of referral or transportation services to mental health
facilities and decreased the rate of arrests during encounters with individuals with
mental health disorders (Compton et al., 2014b).


The CIT training in Washington D.C. was found to have a positive impact on participants
through improved communication skills with consumers, increased officer confidence,
decreased apprehension among officers, and more appropriate diversion of individuals
from law enforcement agencies to treatment facilities (Prince, 2014).



Tyuse (2012) examined outcomes of the initial four years of the CIT training in St. Louis,
Missouri and concluded that it was effective (on a significant level) in diverting persons
in crisis to treatment.



In Liberia, West Africa, a CIT model used on law enforcement officers and mental health
clinicians resulted in improved mental health knowledge of police officers from a
baseline of 64% to 82% after the training, significant improvements in clinicians’
attitudes toward mental health service users, and improvements in social engagements
between law enforcement and clinicians, as reported by clinicians (Kohrt et al., 2015).



Ellis (2014) examined the effect of CIT training on 25 police officers’ attitude,
perception, and knowledge of persons with mental illness and found improvements in all
variables (p < .0125 for attitude, perception, and knowledge).
o Discussion: The current study has notable commonalities with this study because
the treatment conditions were similar in time required and training content, and it
assessed knowledge acquired from CIT training. However, the current study will
assess a specific component of crisis intervention (i.e., de-escalation skills, which
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encompasses) aspects of knowledge pertaining to mental illness. This current
study aims to improve upon Ellis’ work by increasing the sample size and
utilizing a control group.


As a result of CIT training effectiveness, politicians in Rhode Island, New Hampshire,
and Alaska sponsored bills in July 2014 that will offer $20 million in grants to finance an
eight-hour, evidence based course similar to CIT models for public safety professionals
(DeAngelis, 2014).

Summary


Discussion: CIT is still a somewhat new and developing field.



Discussion: A significant amount of research has looked at different aspects of CITs and
CIT training, yet there are still important gaps in the literature.
o Much of the early CIT research focused on the Memphis CIT model, yet greater
utilization of this model would be achieved by conducting more current research,
supporting its reliability and generalizability (Tucker et al., 2008).



This chapter explored the history of events that lead to the development of crisis
intervention approaches and eventually CIT training programs, crisis theory, and the
background and effectiveness of CIT programs. Through this examination, an
understanding of the need for CIT programs and unique challenges faced by persons with
mental illness, police officers, and the community were presented. This study will
investigate the effectiveness of the Memphis CIT Training Model on improving
knowledge of de-escalation skills acquired, thus providing a significant contribution to
the literature and lending greater confidence to the Memphis CIT model and other CIT
training programs.
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